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Welcome to DHCS 5300

This webinar will elucidate the Denti-Cal provider community on the newly
created DHCS 5300 form, a streamlined Denti-Cal specific enrollment
application.

« The DHCS 5300 stems, in part, from the Department’s commitment to
making significant improvements to the Denti-Cal program, as well as
the voiced feedback and considerations of stakeholders in the
program.

 Each page along with the features of the form shall be addressed and
discussed upon individually and in relation to corresponding page(s)
from the existing Medi-Cal enrollment package.

« All pages of the DHCS 5300 form are presented on the left-hand side
of the slides, while the cross-referenced DHCS 6207, DHCS 6208,
DHCS 6203, & DHCS 6204 forms are represented on the right-hand
side.

2/23/2017 2



2

DHCS 5300 Page A-1

Denti-Cal

California Medi-Cal Dental Program

Dear Applicant:

Thank you for your recent inquiry regarding participation in the Medi-Cal Dental Program
(Denti-Cal). Please complete the enclosed Denti-Cal provider enrcliment application
package and return itto:

Medi-Cal Dental Program, Provider Enrollment
P.Q. Box 15609
Sacramento, CA 85852-0609

Please read all the instructions included in the application package carefully and complete each
item reguested. Incomplete ication packages will be retumed. It is your responsibility to
report to the Denti-Cal Program any modifications to information previously submitted within 35
days from the date of the change. Most changes, such as a change of ownership that is less
than 50 percent, may be reported on a Medi-Cal Supplemental Changes (DHCS 6209)form.
However, you must complete a new application package if you are reporiing a change of
ownership of 50 percent or more, or one of the other changes identified in Califomia Code of
Regulations, (CCR), Title 22, Section 51000.30, subsections (a) though(b).

—
PLEASE NOTE: All providers must be enrolled in the Denti-Cal program prior to
rendering services to a Medi-Cal beneficiary. Group providers must continue to confirm
the enrollment of all rendering providers prior to allowing the rendering providers to
issue services to Medi-Cal beneficiaries. Denti-Cal program will not pay for services, if
the rendering provider is notenrolled.

Applicants and providers are required to submit their National Provider Identifier (WP1) with each
Denti-Cal provider application package. A copy of the CMS/National Plan and Provider
Enumeration System (NPPES) confirmation document for each NPI listed in the application
package must also be included. Cument Denti-Cal providers are required o submit both the NPI
and any Denti-Cal provider numbers issued previously on any application forms submitted fo
the Denti-Cal Program.

If you are planning to sell your business or buy an existing business, you may find it helpful to
refer to the Denti-Cal Provider Application Forms page at www . denti-cal.ca.gov. The Provider
Application Forms page contains information about enrollment opfions available to you
whenever there is a sale or purchase of a Denti-Cal enrolled provider or business, including the
option fo submit a Successor Liability with Joint and Several Liability Agreement (DHCS 6217).

For more information about enroliment forms and the regulatory reguirements for participation in
the Denti-Cal Program, please review the Provider Handbook, Section 2 on the Denti-Calweb
site listed above or if you have any questions, contact the Telephone Service Centerat
1-800-423-0507.

Sincerely,

Denti-Cal

Califomia Medi-Cal Dental Program
Provider Enrollment

Enclosures

P.O. Box 15609 ® Sacramento, CA 95852-0609 & (500) 423-0507 & (916) 853-7373
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e majority of page A-1 of DHCS 5300 form
mirrors the page A-1 of DHCS 6203 & DHCS 6204
forms. The exception lies in the critical
paragraph—that has been boxed with a red line,
where applicants/providers are informed of the
appropriate forms to complete for enrollment.
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Checklist of items to supplement the application form(s):

National Provider |dentifier (NPI) verification (CMS/MNPPES verification) Type 1 and 2 as applicabl

IRS Tax Identification Mumber verification pre-printed by the IRS (if using a TIN to report eamnings)

Form W-3 (if using a Social Security Mumber to report eamings)

Stampediendorsed copy of Articles of Incorporation (if enrolling as a corporation)

Stamped/endorsed copy of Complete Statement of Information to include all officers/directors (if enrolling as a
corporation)

Fictitious Name Permit from the Dental Board of Califoria for this location (if you use a name other than your legal given
name or legal enfity name)

Additional Office Permit from the Dental Beard of Califomia (if you own or have ownership in more than one dental office)
Business LicenselTax Certificate

Certificate of General Liability Insurance for the business address

Certificate of P Liability (malp

Proof of Worker's Compensation Insurance for the business address

Department of Health Care Services Permit (if you are enrolling as a clinic)

Letter appointing a dental director (if you are enrolling as a clinic)

Bill of Sale (if you have bought or sold the office in which you are enrolling)

Successor Liability Agreement (notary is required for this form when used for sale of praciice, only when applicable)
Full lease agreement including any sub-lease agreements andlor modifications (if you lease your buildinglspace)
Driver's license or state-issued identification card of individual signing the application

Dental license

DEA certificate (if applicable)

Orthodontia provider cerfification (form DCO15) (if enrolling as an orthodontist)

Any other certificates pertaining to your practice of dentistry (example: specialty, general anesthesia)

Management agreement (if someone other than your office staff managesinuns your practice)

Complete “Medi-Cal Rendering Provider Statement/Ag for Physi ied Providers”
(DHCS 6216) for each rendering provider being added to the provider group if the rendering provider is not
currently enrclled as & Denti-Cal Provider or a currently enrolled provider is due for revalidation.

[N N N
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e reference checklist
viders. The :
ovider should refer to this page k-
submitting their DHCS 5300 form.
e checklist possesses a list of
supplemental documents the Department
may require of the applicants/providers in
order to enroll them into the Denti-Cal
program.
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State of Cafomia—Heath and Human Sarvces Agency

Denartment of Healt: Cars Sanvices

DENTI-CAL PROVIDER AFPFLICATION

" gssEEEEREEEEEEEEEEEEEEEEE
LT ITEETTR CPPPERT
by EEp o ey cEr el

"rovider Enroliment

FOR STATE USE ONLY

0. Box 15608 Sacramen to, 2 .

A D5852-0609 -

Wil i unnsnnunsansnnannnnnnnnns []
--------------------------------------------------
NP type 1
NPl type 2 (C ion/Partnership/G pr : 3
SR L TR AL BB =ssannu

5 New provider

a7 Change of business address

®J Additional business address

& New Taxpayer ID number

"7 Facility-Based Provider

% "Change of ownership (per Title 22. CCR, Ssation 51000.6)

5 *Cumulative change of 50 percent or more in persons) with ownershipor
= conirol interest {per Tite 22. GCR. Section 51000.15)

w) "Sale of assets 50 percent or more, per Title 22, CCR, Section 51000.30)

= lintend to use my curment provider number to bill for senvices defivered at
this location while this application request fs pending. | understand tat |

navnot be ransferred or assigned to anothe:
icant may be joined to the provider agresment by

s with the provisions of Title 22, CCR, sestion
Yor items above markad with * indicate effective date- 51000.32 entitled “Requirements for Suceessor Liability with Joint &
%5 Continued Envoiment (Do not check this box unless you have been Several Liability.
by the D to apply for continued in the

= Medi-Cal program pursuant to Tl 22, CCR, Section 51000.55.)
Type of entity {check one)
=1 Sole proprietor a P [ttach lagible copy of a entity
= Corporaten T Limited liabity company (LLC): 5 Nonprofit corporation

Corpor LLC number: Type of nonprofit

Statei i S Other:

1. Legal name of applicant or provider (3s isted with the IRS)

2. FIciiious name a5 Ieted Wit the Dental Board of Cafomia (INGiude permlt number)

( )

3. Busiess ielephone numbes

city county

| sae Nine-aigit 219 coe

&

4. Ter of lease

4d. Leasa payment

47 Lessor telaphone number

( 1

4g. Disclosa beiow, INMONMStian on PETSoNS With 3n oWnErship o control Intarest in any

= of Thie 22, Section S1000.24-In
whikch the has 3 direct or P Of 5 percant or mare. I nere: [ sheet question 4g)

Name & it SuboontraciorName Address CwnerEhin %

Name & it SuboontraciorName Address Ownershin %

4n. Does e appicant have any oiher signflcant DusiNess iENsactons 3s defined In Callfomia Code of

Lyes deseribe onan Dager ZEoemedn G

5]

Reguiaions. Tile 22, Secilon 51000.23 (see nstructions)? [] Yes ] Mo
T2 22, Secton S1000.250

DHCS 5300 (rev. 11/18)
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content from the DHCS
4 forms with four

ges.
added information about the
aid tools for providers to employ in
pleting this package.
he Medi-Cal return address has been
removed. Hence, applicants/providers
are expected to return the completed
package to the available Denti-Cal
address.
There is a required field for the types of
NPI the applicant/provider may
possess and the business type.
The repetitive request for the effective

date of the ownership change has
been deleted.

3)

4)



DH§ DHCS 5300 Page 4 (cont)

‘State of Calltormia—Heaith and Human Services Ageney. Department of Healh CareGervices MEGH-CAL DISCLOSURE STATEMENT C&fﬁ MEDLCAL PROVIDER AGREEMENT
f&?“:‘;' h o ar Amanre
@ﬁ!' DENTI-CAL PROVIDER APPLICATION B skl

e T s e e e i e 1T
Important: I e I
- Read ali ions before ing the application. FOR STATE USE ONLY
- Type or print clearly. in ink.

- If you must make corrections, please line through, date, and initial in ink {do not use whiteout).
- Do not leave any questions, boxes, lines, etc. blank. Enter N/A if not applicable to you.
- Visit the Denti-Cal Website for helpful tools to aid in completing this package.

FABCUTION OF THIS PROVIDER AGRETMENT RETWEES AN APPLICANT OR PROVIDER KEREINAFTER
JCWTLY “pe AND TV EPASTAE| can
H m N TR

- Return d forms and all i ttach its to: or

Lt
O PARTICIN

SECTION 55600 380 K11

A8 A CONDITION FOR PARTICIMATION OF CONTINUED PARTICIATION AS A PROVIGER & THE
MECechL PROGRAM, PROVIDER AGRERS T0 COMPLY WITH ALL OF THE FOLLOWING TERMS AND
EONDITIONS. AND WITH ALL OF THE TERISS A CORMORS WELLIET 08 ANY ATTACHMENT(S)
HEME T, WHICH TSUARE NGO DRLATED HEREI B MEFERENCE

e the questions relating to
me and business name present
in the DHCS 6207, 6208, 6203, &

. This is the only section of the DHCS 5300
where providers will need to provide this
Information. DHCS 5300 also ascribes the term
“business name” as a synonym to “fictitious
name,” to alleviate the confusion both terms.

incorpor s

1. Legal name of applicant or provider (35 listed with the IRS)

2. FICATIOUS NIame 35 IS180 Wih e Dental BOAre of CANomia (INGUde permil number) 3. Bushess

4. BUSINESE I0OTESE (NUMDET, streat) Iurv county |3\=ne INlneagr(zwme
T T
2. Locabion s | | Leased | | Sutrleased | | Privaiely-oned | Ciher (aitacn a leber To expiain)
Itths. compiss i regarding the lsssor of your
OOl 18850rE consant ) privataly aattaris 4

2b. Lessorname |44; Tem oflease 4d. Lease payment

42, Lessor aoarass

47 Lessor alapnonanimber

(

4g. Disclosa below, Information on person with an cwnership of control Interast In - of Tiie 22, Section 51000.24-In
whichthe has a direstor 5 percent ormore. if ners: [ sheet question ag)
Name & fite SubcontraciorName Address Cwnershin %
Name & fitle Subcontracioriame Address Ownershin %
4n. Doss the any other a5 dafined In Califomia Code of Raguiations, Titie 22, Section 51000.23 (sae Instructons)? [] ¥es ] No
Jyes descripe o0 30 o{oaper 35 defnedin Iiel2 2SS

DHCS 5300 (rev. 11/18)
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DH§ DHCS 5300 Page 4 (cont)

‘State of Calltorniz—Henith and Human Services Agency Department of sl CareServces.

DENTI-CAL PROVIDER APPLICATION

guestion G1-4 of DHCS
cribed sections of the DHCS
ation in DHCS 5300 is identified with

tions 4g-4h are questions from DHCS 6207 that
pertain to the subcontractor and significant business
guestions. The transcribed sections of the DHCS
6207 and its location in DHCS 5300 is identified with
a“2”

MEDH-CAL DISCLOSURE STATEMENT

= Centinued (Do not check this Dox unless you have Deen
requested by the Department to apply for continued enrolment in the
Medi-Cal program pursuant to Tille 22, CCR, Section 51000.55.)

Type of entity (check ane)
= Sole proprietor
3 C hon:

a ip (attach legible copy of
1 Limited lisbility company (LLC):
LLC number:

State

entiy

Nonprofit corporation
Type of nonprofit

o Other:

Corporatenumber,

1. Legal name of applicant or provider (3s listed wiih ihe 1RS)

2 FIGAoUs Name & lsied Wil he Dental Board of Gamomia (INGude permil number) 3. Bushess

4 Business acdress (number. strest) |m Caunty |smne |Nlne-a_mzlﬂnme

l | [}

23 Locatonls. | | Leaseq | | Subdeased | | Privaisy-owned | | Cuher (ailach a leter [0 expiain) u

It i the regarding the lessor Py of your ng =

original lszsors consent to sub-eass). If the property I privately-owned or a letter Is attached procesd fo question 4g. =

u

4D Lessorname ac. Tem of lsase 40 La3sa paymeant -

I =

u

42 LEG50r 300ress 41 Lessor teapnonenumner 8

=

‘ .

l;lIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

240 Disciosa below, INformation on PEr=ans wih an Gwnership o control Intarast In any o Thie 22, Section S1000.24-In w

= whinine i3s3 arect of S percent of mare. ! mers: [ sneet quastion 4g)3
.

Name & lile Subcontracioriame Address Cwnershio % =

= f) =

m Name 2 file. 2. ‘SubcontraciorName Adaress Ownershin % [

=
n

= 401 D06 Me pQICant Nave any OiNer sigNMcant DUSNEEE IENEACIONS 35 0NNed In Callfomia Coge of Reguiatons, Tie 22. Section 51000.23 (sse nstructons)? [ ves[] nl_b
] 20000 DM Code of K 3 o

DHCS 5300 (rev. 11718

V. SUBCONTRACTOR MFORMATION AND SICHIFICANT BUSIIESS TRANSACTIONS ((omteuedt

Kt st & B
1103 s s e g e Tumagsopnes

[ e = e —

15 e bt e ey b i St . e e 7 [0 [T

¥ b o g s o o i i

T
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T

= Proceed i Sechon i
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DHCS 5300 Page 5

et e SRR ez e e e e S,
" !
MEDI-CAL (MSCLOSURE STATEMENT {Qé‘ MEDLCAL PROVIDER AGREEMENT Fom starewse gmr
Stte | Mineaat a8 cocs s ey geevssna, bases, s, o, i, Chock o sner A o ppcabe o o —
T Do TR R TR
For a changs of buainesa adress, entar 10cation moving from (it none, mark NIA and continue to queation 7): =
o o i i i s AT AMREARE K T 0 TN
£. Previous business address (number, sireet] City | State | Hin=-diglt 1P code
< - < - G LNA
7. Taxpay= WeniiMicaton NumBer (TIN) I5sued by The IRSior SSN Fooe . Local bushess Ncansarm < Gangar ¥y m s i i . e e i e s,
Proprietor nat using aTIN : v
e =
0. Proof of General Liablbty Insurance (busness address, )
1y [ couerage ) S =
Name of InsUrance company = i
Daie e — OF THE3 PROVIORR AGRETMENT BETWEN 1 AN APPLCANT OR PROVIDER HEREINAFTER
Insxrance pollcynumber | o | Expiration date.of paiicy(mmiddiyyyy) JOMTLY REFERRED T0 A3 PROVIDER") AND THE DEPARTMENT OF WEALTH CARE SERVICES
MEl AFTI \TORY FOR PARTICIPATION O CONTIN A
= PROVIDER W T SUANT TO 43 UMITED STATES 008, SICTION
Y Btalal(IT). TITLE 43, COOE OF PEDEMAL REGULATIONS. BECTION 431107 WELFAIE AND
1. Pral of Professional Lisiily insmancs (Takacice) — METITUT Ci . SECTION 143412 AND TITLE 72, CALIFORMIA COOR OF REGULATIONS.
ARCTION 51000 300 3)

. AS A CONDITION FOR PARTICEATION O COMTINUED FARTICIPATION A% A PROVIDER I THE
MECLCAL PROGRAM, PROVIDER AGRERS TO COMPLY WITH ALL OF THE FOLLOWANG TERMS AND
— COMDITIONS, AND WITH ALL CF THE TRRMS ARD CONDITIONS IRCLUDED G ANY ATTACHMENT|{S)
WERE TS, WHICH
™

are the streamlined version | I i
ields previously required in the four [~ S

ages on the right-hand side in the DHCS [ e

6207, 6208, 6203, & 6204. Non-dental = || =~ " -
related fields were eliminated, such as L — —

taxonomy and medical license number. — @ o @ P ———

Ead I I I

If you, the applicant/provider, are a partnership, corperation, governmental entity, or nonprofit organization, proceed to
question 15

OR
Ifvou, the li ovider, are an unj ated sole-proprictor proceed to fioni7
15. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES)
In the table below, list all corperations, uni associations, pa ips, or similar entities having 5% or more (direct or

indirect) ownership or control interest, or any partnership interest, in the applicantiprovider identified in question 1. Atach a
separate question 16 for each entity listed below. Number of pages attached

‘Check here if this section does not apply to you and proceed to quastion 17 O

PERCENT (%) OF Tax NPITYPE 2
OWNERSHIF OR | Identification
ENTITY LEGAL BUSINES S NAME CONTROL Number (TIN)
1.
2
3.
4.
&2 e Do s s e
DHCS 5300 {rev. 11718) 5
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€ DHCS 5300 Page 5 (cont)

DHCS 6203 DHCS 6204

5. Pay-io address (number, strest. P.0. Boxnumber] city State |NIne11IgltZ‘led:
For 3 changs of business address_ enter location moving . mark WA and
E. Previous business address (numter, ereet) ity ‘State | Nine-dialt ZIP code:
7. Taxpayer identfoaton Number (TIN) ssued by the IRS/or SEN Mok  Logal DUSHEEs ICEnEaTan 5 Genger
Froprietor not using 3 TIN

=ral Laniity Insurance (Dusiness.

Coverage|

Name of Insurance company

Insurance policy numb-er |r.\m [ | Expiration date of polkeyimmidd'yyyy)

1. Proof of Professiona Liabilty Insurance [ mapraciios)

Name of INsUrance company

Insurance palkcy number Datz pol Expiration date of polleyimmAddiyyyy)

=3 Ve TpenGanon MSUranGe 25 fed| ETawe &
It appicatie, 3i3C Proof of MAIntenance of WoMers COMPensaton INLIANCe. If not 3pplicabie, CHEck NIA 3T Frovis 3N SXplanazon DEIvW:

13. List all providers rendering sesvices to Danti-Cal C ‘Yourself (attach
Name NPl type 1 Dental license
numi

Itional sheet If necessary, labeled addtonal queston 13}
Specialty Email address

14, List beiow finesidebis due and owing by applicanyprovider to any federal, state, of lowal thiat refate to Medicars, Medcald and al other federal and state healin care

Pmgrams that have not bean paid and what have been madeto Submit coples of a3l documents terme
7). Title 22, Secson 51000.50(a) (5.
1t none check ners [
FINEDEST AGENCY DATE ISSUED DATE TO BE PAID INFULL

If you, the applicant/provider, are a partnership, corporation, governmental entity, or nonprofit organization, proceed to
question 15

OR
If vou, the ovider. are an ated sole-proprietor procesd to jon17
15. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES)
In the table below, list all ul associafions, pal ps, or similar entities having 5% or more (direct or

indirect) ownership or control interest, or any partnership interest, in the applicantiorovider identified in question 1. Attach a
separate question 16 for each entity listed below. Number of pages stached:

Check here if this section does not apply to you and proceed to question 17 [

PERCENT (%) OF Tax NPITYPE 2
OWNERSHIP OR | Identification
ENTITY LEGAL BUSINESSNAME CONTROL Number {TIN}
1.
2
3.
4.
5.
DHCE 5300 {rev. 11/18) 8
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reamline the required
r the general & professional

, workers compensation, and the
ering provider information from both
DHCS 6203 & 6204 respectively.
Additionally, fields pertaining to medical
treatment e.g., hospital privileges were
eliminated.
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2 DHCS 5300 Page 5 (cont)

MEDI-CAL DISCLOSURE STATEMENT BT e —
W OWNERSHIP BITEREST ANDYOR MANAGING CONTROL BIFORMATION (ENTITIES)
5. Py a0ress (UTDeT, STeL. .0, BCknUmben] Civ Tz | Mine-dan OF oot D v, vy, e, bmnes,fgs, e, blash,_Choth o e i f ot bbb o .
I.'. -|r\|unln-nnlr»wx‘rn SPMCOMOIIoeT VGO, PTG, OF MU $T06L "aeng 2t OF MO | Se o
“APPLICANTPROVOER s s i o 5 st a5 o | Amaan 3
A, L e m e e S I!Iillimlin! S o
For a changs of buainass address, enter location moving from (Ifnone, mark NiA and confinus fo quastion 7) B
. Previous business a0ress (MUMber, evzet] Gy 3 | Nine gl 2P code. I i e TR TR
€. g v s roa . Gmece [ MA o | e e
yer Kenticaton Numoe [ by the IRSior 55N Fage T Lol buemees TeeneelTax 5 Genter Ty a0k Bk i Gonhon, | 1 arvcamt
Propretor not using 3 TIN B Fameeind i § e e 8 i . chach b | 340 e Eot (et A A b
T Lo
0. Froof of General Liabiity Insurance (business agdress coverage ) Fl
Name of Insurance company F. SRR E R .
s = 7 =
InsuranGE pollcynumber Date polcy __ Expiration Gate of polky W m-:;;— TR
P y— ek ey o sty 3 iy o cuvd s Lo
1. Froof of Professiona Liabilty Ineurance (malpracioe) T oty ¥ i G i 2
‘Mame of Insurance company e
T R g R - 1 —
InsuranGe polly numcer Date polcy m Expiraton Gate o7 colky W © T Wt R — -
[ ——— Tm  One - ¥
X Tooes The applicart have THoer Tequired by sl AT e % W bt
It appicatie, attach proaf of mantenance nfwuﬂerscarpmsilm Insurance. ff ot applicabie, check NiA and provide an explanason below: th SR R M SRIRA US N »
. Tron of Bty st
13, Ustal o Dent-Cal vourset sheet f nscessary, Isbeled 131 " e ul | —
Name NP1 type 1 Dental license Specialty Email address iz P e, 5 i s =
number Cuie Pt L 7 Lo Lisblty Compaey Sovrwia ] I
priape it e
Fckcs deices of ecomonsion et Corormy rumber S Fespsird "
T gt -
e ont Choshsne
14, List beiow finesidebis due and owing by applcantprovides to any federal, state. or local govemment that retate 1o Medicare, Medicald and al other faderal and siate healih care Carporaen Crarsat Lore et
I ———
programs it have not been s haue been made o Subeit copies of ens tems 1 Lot o et o ) o by e 5 2 P, L. & o gt T e s e
e WA e k30 P Gy U e 4 550 0 S At S |
Comtorma Cock R (GEH, T 2 Sacion 000 5001 | Nk
Irnona eneck nars [ R -
FINEDEBT AGENCY DATEISSUED DATE TO BE PAID INFULL L s l D oL =
$ | El
3 3 |
0t lave sy guesions, cses e, o ik
5 o v o s, e Bows, o S i

If you, the applicant/provider, are a partnership, corporation, governmental entity, or nonprofit organization, proceed to

question 15 . . Wy
. _ ST _ HCS 5300 mirrors question “I” of
you, the ovider. are an ated sole-proprietor proceed to guestion17
15, OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES)

ation is different and is more expedient
cant/provider in filling out the form. Question 15
e other hand simultaneously reduces the filling space
as shown in DHCS 6207, Il1(A), and adds in new columns:
2 Tax Identification Number (TIN) and NPI type 2 information.
. The inclusion of these fields in this section avoids any
unnecessary duplicate ownership information disclosures
p—— . pertaining to entities.

In the table below, list all corporations, uni associations, pa ps. or similar entities having 5% or more (direct or
indirect) ownership or control interest, or any partnership interest, in the applicantiorovider identified in question 1. Attach a
separate question 16 for each entity listed below. Number of pages attached

‘Check here ifthis section does not apply o you and proceed to question 17 [

PERCENT (%) OF Tax NPITYPE2
OWNERSHIP OR | Identification
ENTITY LEGAL BUSINESS NAME CONTROL Number (TIN)

2/23/2017 11
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D DHCS 5300 Page 6

Oy
16 OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (ENTITIES)
A Entity with (Direct or Indirect) Ownership Interest and/or Managing Control—identfication Information.
1. Legal business name
| |
| 2 Fictous name (¥ applicabe] I
3 Primary Business Address” (number. strest) TCity) TSiate] [Nine-digit ZIP code)
et
* IFihis entity = a corporation, atiach a st of ALL business locati and . 0. Box add ofthe ° . o e e ——=
% e oG Wy Gre— SR # iy ot I - LY Uk
4. Check all fiat apply: Ak p—— - —
[] 5% or more ownership interest [] Managing control [] Partner [] Other (specyk: ?_‘f‘:‘_‘i':_‘_‘_’,';:;"*"":‘_’:”"' ars:de
&. Effective date of ownership and control (mmiddiyyyy): b — o e L B
B. Respond to the followingquestions: e s oo | smovees wowsrsa

1. Within ten years from the date of this statement, has this entity been convicted of a felony or misdemeanar invalving fraud Drabuse in
any govemment program? O vesNe
If yes. provide the date of icti YY)

2 Within ten years from the date of this starement. has this enfity been found liable for fraudor
‘abuse invoiving any govemment program in any ciil proceeding? Cves  [COhe

If yes, provide the date of WYYy

3. Within ten years from the date of this statement has this entity entered into 3 settlement in lieu of
conwiction for fraud or abuse involving any govemment program? Cves  [No

If yes. provide the date of the vl

-~

Does this enfity currently participate, or has this entity ever participated, as a provider in the Denti-Cal program in Oves  [Oho

this state or in another state’s Medicaid program? If yes, provide the following information: Ei At i i e Rl o i

NAME(S) NP1 ANDIOR from itS
STATE [LEGAL AND DBA) PROVIDER NUMBER(S) :
corresponding
Has this ertity ever been suspended from a Medicare, Medicaid, or Medi-Cal program? Oves e D H CS 6207!
If yes, atiach verfication of reinstatement and provide the following information: I I I (B) iS th e

=

CHECK
NPI ANDIOR
“L'E.,”gg‘:,f PROVIDER NUMEER(S) EFFESJ?&%’ETSEWF DATEMESF :IE’::lLs\g.:.BTEI'E‘Em{SL re p I ace m e nt Of
g Medi-C.a\ o .
B the “Doing
O Medical B 7
= Business Name
O Medicare
L :E;:nwﬂi;?::;tm all heaith care'?r::r'?:rz‘h::itﬁ:fng Drl%t participating in Medi-Cal. in which this entity also has an fl e I d WI th th e
B e “Fictitious name”
b Address (number, sreet] (City) {State) (Nme-digit ZIP code) fl e I d .
DHCS 5300 {rev. 11718} 8
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IV, CWHERSHIF INTERE ST ANIVOR MANAGING CONTHOL BHFORMA TK®N SHOMIOUAL S]
mm aibaddal m
R e R T R T S
17 OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIVIDUAL S) T ot o™ i o g M "
T
In the table belowr, list any individual that has 5% or more (direct or indirect) mashlnorwn\ml interest or any parmership interest, in the - i et
applicantiprovider identified in question 1. In addition, ail officers of the directors, agents and managing emgloy the
appbcantiprovider must be reported in this Secton. Attach 3 separate question 18, for each individual listed below. L
Number of pages attached: i
PERCENT (%)OF | Social Security NPITYPE 1 :
OWNERSHIP OR MNumber (S5N) a
INDVIDUAL NAME CONTROL {Required)
.
.
1.
R v
N s
4. -
1
[taneously
5. -
18 OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIVIDUALS)
A Identification Information - for Individuals with Ownership o Gontrol Interest, Officers, Directors, Managing Employee(s), Partners and/or Agents s
of the Fartnership, Group Association, Corperation, Insttution or Entity. i ng Space aS
1. Full legal name (Last) (Jr. Sr., eic) (First} (Middle) - -
2 own in DHCS
2. Residence address (number, steet] iCity) (State) (Ninedigit ZIP code)
3. Date ofbir 4. Dirver's liense number or STate-ssued identfication number 2 m———— T 207 ’ IV( ) ’ an d
{Attach a current and legiblecopy.) ad d S ' n n eW
5. Is the abowe individual related to any individual listed in question 17 and/or 497 OYes ONe -
Ifyes, check the appropriate box and list name of individual: co I umns: So Ci al
[ Spouse [] Parent [ chiid [] Sving [] Sef [C] Other {explaink. )

N Security Number
8. Ifthe above individual is directly associated with the entity identified in question 1, what is this individual's relationship with the
applicant/provider? Check all that apply. an

[] 5% or greater owner [] Partner [] Managing employee [] Agent ] seff

[] oi . it [ Otherispectty: type 1

7. [fthe abowe individual is directly associated with an entity identified in question 15, indicate the name of that entity in the space below:

3. Legal business name of antity 2 listed in question 15: | nfo r m atl O n fo r
’
b What is this individual's role with the entity reported in question 157 Check all thatapply. th e S al I I e

[] 5% or greater cwner [] Partner [] Managing employee [] Agent

SR Domwetr purposes earlier

B. Respond fo the following questions:

1. Within ten years from the dare of this starement, has the above individual been convicted of any d iSC u Ssed i n

felony or misdemeanor involuing fraud or abuse in any povemment  program? Oyes [One
T ———— slide 10
DHCS 5300 {rev. 11/18) 7
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&

J Lint e e nd s o 38 il s o ek Pd o sk e

ot ekstons Seceom . Pan 71 L) WA
Wil s i

1 s s o

" wmrmwmmmmmn-mma

R reee e e =
N e L T T
. iSRG

R Mignd 1 Ptk aitons.

R

" OWNERSHIP INTEREST ANDIOR MANAGING CONTROL INFORMATION (INDIVIDUALS) o Ftani v D
T v Pty o T v ik dips e e o e e iy I S e i g
In the table below. list any individual that has 5% or more {direct or indirect) ownership or control interest or any partnership interest, in the . \.u....._.....v...,._-,._,,,.‘:::‘,,_.‘- ——— iR —
applicantiprovider identified in question 1. In addition, all officers of the corporation, directors, agents and managing employess of the e e
applicantiprovider must be reported in this secton. Attach a separate question 18, for each individual listed below. e e o 1t st o e e
e e o = I you, the L are an sole-propristor
Number of pagesataches: A B A P2 “ prbeed 1o Secton G
PERCENT (%)OF | Social Security | NPITYPET 0 . o st el e e e P pved 3 O —
OWNERSHP OR | Number [SSN) e e g o 1 s s M g O O
INDVIDUAL NAME CONTROL {Required) . e o rmnon :
e T TR = I you, the applicantipiovider, are 3 rerdenng provider adding 1o a
ey o sy o
1. I
2. . o o e v, e b apanied S 8 W, s o oo
3 L s-!z;l:u e-!'!n.::'l‘l’l"_l;!lmmh
4. ) S
I3 e TS Topm— i
et et s -
12 OWNERSHIP INTEREST ANDIOR MANAGING CONTROL INFORMATION (INDIVIDUALS) e s s o o s £ o o by S
e i
A Identification Informiation - for Individuals with Ownership or Control Interest, Officers, Directors, Managing Employee(s), Partners andlor Agents
of the Partnership, Group Association, Carporation, Insttution or Entity 1
1 Full legal name (Last) (Jr. Gr, i) {First) {Micdle) DI S O et S v, Wik - - —
3. Residence address (number, siresf) (City) (State) {Ninedigt ZIP code)
V. CWNERSIIP INTEACST CONTROL AL§| [Contined)
3. Date ofbir 4 Driver's ber or stle-issued dentiication number Qe e —— A (1 -4) Of
{Attach & current and legiblecopy.) - . 3 T
: e e = 00 combi Il
5. |s the above individual related to any individual listed in question 17 andicr 4g? O Yes TNe CO IneS a‘
If yes, check the appropriate box and list name ofindividual: - I
[ Spouse [[] Parent [ Chid [] Siing ] Sef [] Other (explain): nS p reV| 0 U S y
Name ofindividuzk: d in DHC( :S 6207
6. Ifthe above individual is directly associated with the entity identified in question 1. what s this individual's relationship with the
o s ), I(A-E), & IV(B)(1-3)
[ 5% or greater owner [ Parter ] Managing employee Dlagent  [Jser 4 J
) Sreon £ oter ey e - that pertain to sole
7. Ifthe above individual is directly associated with an entity identified in question 15, indicate the name of that enfity in the space below: [ 7o e oo | P Mwagrg erpome [ g
. ) ) [ wscoraticer. 1oe: 17 D ity rie Ors i
3. Legal business name of enity as listed in question 15: B i g st p p t h p
O ro
P s et P 1o B b | ik e | H H
O O S S e personal information.
[[] 5% or greater owner [] Partner [[] Managing employee [] Agent [ ———— A A A
S ot CEmImEmImsTAREEIE— g o Thus eliminating any and
B. Respond to the following questions: o pomle i o ot A

1. Within ten years from the date of this starement, has the abous individual been convictsd of any
felony or misdemeanor inuching Faud or abuse in any govemment program?
If yes, provide the date of fhe

Oves Ome

f vl

DHCS 5300 {rev. 11718)

i oy T —
S o = e i e e Yo G

iy

B0 et dnare sy qunstians, Soavs, Eaee, ric, blank.
i o o

2/23/2017

all duplicate information
requirements.
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DH§ DHCS 5300 Page 7 (cont)

18A (5-7)
mirrors the
Xt provided in

17. OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIVIDUAL 8)

Inthe table below, it any individual that has 5% or more (direct or indirect) awnership or contal inferest or any partnership nterest, in e
applicantiprovidsr identited in question 1. In adiion, all oficers of the corparation, directors, agents and managing employees o the
applicantiprovidsr must be repored in this section. Attach a separate question 18, for each individual listed below.

Number of pages attached:

_—— e | Ve CS 6207 IV., B(6-
' ). However, note the
j : , checkbox “self” was
. e added for the
: e applicants/providers

18 OWNERSHIP INTEREST AND/OR MANAGING CONTROL INFORMATION (INDIVIDUALS) 2 :2“&?;,’“;:1%‘”::‘:&&":4‘:“*““ TR — that thIS field appl IeS

A Identifcation Information - for Iniivduals with Ownership or Contro Interest, Offcers, Directors, Managing Employee(s), Partners andior Agents 1 e v g s =
of the Partnership, Group Associaton, Comaration, Insttubion or Entty iy ey B s s t
1 Fulllegal name (Lash) (r. 51 &ic) Fist) Midde) o
2. Resdence address number, strest Gyl [State) {Nine-Gig ZIP code)

et e, b, e s, .
3. Date ofbr®h 4 Diivers loense number or Staie-ssued ienification number
{Attach 2 current and legibiscopy.|
5. Isthe above indiidual related t any indidual listed in queston 17 andicr 47 OYes ONo
Ifyes, check the appropriate box and list name ofindividuak:
[ Spouse [ Parent [ chid [] Siting [15eF [ Other feplaink:
Name ofindividual
8 Ifthe above indiuidual s directy it the entiy i in queston 1. whatis ths individual's relationship with the
applicantiprowider? Check 3ll that apply.
[] 5% or greater avner [] Partrer [] Managing employes [ hAgent  []Sek
[ oi e [] Other (specy):
7. Ktne & directly an entiy in question 15, indicate the name o that enity in the space below.
a. Legal business name of entty as listed in question 15;
b. What s this individual's rok wih the entiy reported in question 167 Check al thatapply
[7]6% or greater owner [] Parner [] Managing employee [] Agent
Mo e, ] Other (specify):
1. Within ten years from the date of this s arement, has the above individual been convicted of any
felony or misdemeanor invohing raud or abuse i any govemment. program? Oves Do
I yes, provide the date of the conviction (mm/ddyyyy):
DHCS 5300 frev. 11/18) 7

2/23/2017 15
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2 DHCS 5300 Page 7, 8 and 9

B. Respond to the folowing questions: L

1. Within ten years from the date of this starement, has the above individual been convicted of any
feleny or msdemeanar involving fraud or abuse in any govemment program?
If yes, provide the date of the { Wyl

DHCS 5300 {rev. 11118)

= I you, e tetor
o i vty ‘endenng provider agUing 1o & GOUD. procemm
Saction IL
or
= if you, the
Gevermimsentas €nlity, oF PO oFGENERTON, proceed 16 Section il

EFFECTIVE DATES) OF

SUSPE RS
v R PR S ——r— i
. mm:mmmmmmﬂ TCortramt] TV OWNERSHIF BITEREST AND/OR MANAGENG CONTROL BIFORMATION JNDIVIDUALS) (Contrved)

o, ke f i e Sachon N, Pt D M T _ = =]

5 o m [reSp—rr——— e Dt

# . 2t werficanon of s 3nd e e iy Fbnmaton

aupeca e
Phsen A

=

ve e

Wi e
LACHRRING AL THCHTT T B AL TGN

are a combination of
of DHCS 6207. The

ion of the sole proprietor entity
e same person as the

- 1 applicant/provider resulted in combining
e o e o i e i ek a1 this information requirement into a single

TR ACTION{SIWAS FFFECTIVE DATE(S) OF earmied o oo ot o bk o
TAKEMN AL TION{S) TAKEN LICENSING ALTHORITY 3 A TIOMS) 8 . i e o o et P

emenzsea f@QUIred field rather than several fields.

g SN NI NN NN I NN NN SN NN NN N NN EEEEEEEEEEE

O LitEe name and adarese.of AN AR oacs PIOVidens, DAEOCATAG OF ROLBAMIONTNG In MedS-Cal in which The sove | ‘
&

indiwical 380 hak 3R ownership or controinterest ¥ none. chack hers T s . - e, g £ o

A0 mem L anached.

I et
W T [ ey gy e e

= Proceed to Section V.

D, Adaress (mmoe, s iSmeh Feate) . 1 D0nct v sy guensions. dones. bes st Sk D00 ot ey e, Baned. St ol Biank.

2/23/2017 16



8. Has the above individual's license, certificate, or other approval to provide health care ever been disciplined by any
licensing authority? [ ves No
If yes, include copies of licensing authority decision(s), including any terms and conditions for each decision, and provide
the following information:
WHERE ACTION(S) WAS
TAKEN ACTION({S) TAKEN

EFFECTIVE DATE(S) OF
LICENSING AUTHORITY S ACTION(S)

9. Listthe name and address of all health care providers, participating or not participating in Medi-Cal, in which the above
individual also has an ownership or controlinterest. [| I none, check here.

If additional space is nesded, attach addisonal labeled “Addiional question 18, Item &, Numberof pages attached:
A.Full legal name of health care proviger finclude any fictitious business names)

B. Address (mumber, street) (City) (State) (Nine-digi ZIF code)

(‘3‘_ —

MEDLCAL FROVIDER AGREEMENT

00 e M 5 T P it
o

i

B e ek B M8 ¥ o spbeatis i

EXECUTION OF THIS AGREEMENT BETWEEN AN APPLICANT OR PROVIDER HEREINAFTER JOINTLY
REFERRED TO AS “PROVIDER” AND THE DEPARTMENT OF HEALTH CARE SERVICES HEREINAFTER
“DHCS”, IS MANDATORY FOR PARTICIPATION OR CONTINUED PARTICIPATION AS A PROVIDER IN THE
DENTI-CAL PROGRAM PURSUANT TO 42 UNITED STATES CODE, SECTION 1396a (a) (27), TITLE 42,
CODE OF FEDERAL REGULATIONS, SECTION 431.107, WELFARE AND INSTITUTIONS CODE, SECTION
14043.2, AND TITLE 22, CALIFORNIA CODE OF REGULATIONS, SECTION 51000.30(a){2).

AS A CONDITION FOR PARTICIPATION OR CONTINUED PARTICIPATION AS A PROVIDER IN THE DENTI-
CAL PROGRAM, PROVIDER AGREES TO COMPLY WITH ALL OF THE FOLLOWING TERMS AND
CONDITIONS, AND WITH ALL OF THE TERMS AND CONDITIONS INCLUDED ON ANY ATTACHMENT(S)
HERETO, WHICH IS/ARE INCORPORATED HEREIN BYREFERENCE:

. Term and Termination. This Agreement will be effective from the date applicant is enrolled as a provider by DHCS, or, from
the date provider is approved for continued enrollment. Provider may ferminate this Agreement by providing DHCS with
written notice of intent to terminate, which termination shall result in Provider's it and
{without formal hearing under the Administrative Procedures Act) from further participation in the Medi-Cal program unless
and until such time as Provider is re-enrolled by DHCS in the Medi-Cal program. DHCS may immediately terminate this
Agreement for cause if Provider is suspendedl/excluded for any of the reasons set forth in Paragraph 26(a) below, which
termination will result in Provider's immediate disenroliment and exclusion (without formal hearing under the Administrative
Procedures Act) from further participation in the Medi-Cal program. During any period in which the provider is on provisional
provider status or preferred provisional provider status, DHCS may terminate this agreement for any of the grounds stated
in Welfare and Institutions Code Section 14043.27(c).

&)

Compliance with Laws and Regulations. Provider agrees to comply with all applicable provisions of Chapters 7 and 8 of
the Welfare and Institutions Code (commencing with Sections 14000 and 14200), and any applicable rules or regulations
promulgated by DHCS pursuant to these Chapters. Provider further agrees that if it viclates any of the provisions of
Chapters 7 and 8 of the Welfare and Institutions Code, or any other regulations promulgated by DHCS pursuant to these
Chapters, it may be subject to all sanctions or other rememes avallable to DHCS. Provider further agrees to comply with all
federal laws and 1S govemning and pi

w

National Provider ldentifier (NPI). Provider agrees not to submit any claims to DHCS using an NPI unless that NPI is
appropriately registered with the Centers for Medicare and Medicaid Services (CMS) and is in compliance with all NPl
requirements established by CMS as of the date the claim is submitted. Provider agrees that submission of an NPI to
DHCS as part of an application to use that NPI to obtain payment i an implied rep fion thatthe NP1 submitted
is appropriately registered and in compliance with all CMS requirements at the time of submission. Provider also agrees
that any subsequent defect in registration or compliance of the NPI constitutes an “addition or change in the information
previously submitted” which must be reported to DHCS under the requirements of Califomia Code of Regulations, title 22,
section 51000.40

4. Forbidden Conduct. Provider agrees that it shall not engage in conduct inimical to the public health, morals, welfare and
safety of any Medi-Cal beneficiary, or the fiscal integrity of the Medi-Cal program.
DHCS 5300 frev.11/16) 2

2 AND TITLE 22. CALIORMA

A5 A COMDMON FOR PAATICPWTION 08 CONTINLED PARTICIATION AS A PROVIER 4 THE
MEDLCAL PAGGAI PROVIOER AGAESS TD COMPLY WITH ALL OF THE FOLLOVANG TERMS AND
COMDIGMS, A0 WITH At GF THA THRIS AN CONCE BONS BOCLUOHD oM ANY ATIACHMENTIH]
HERETO, WHSCH ERLLRE SCORPORATED HERRIN 0y REFERFHCE

2/23/2017
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eement clause.

context was not
changed the text
was relocated for
ease of reading
and completion.

17



DHCS

? DHCS 5300 Page 10-15

8 fondincrimination. Proviier agraes st & shal nct muchule or dey s, carm, sarice or oer beretis meniakle under
[riseysjempipeap 823 o sgwe # b A ar
namonal orgen, gender, age. ks, pPysical or okl dnandry, poltical o relge Akation o
ettoriance wi ol e hoaerad i et hAther S ol o s aion, o oas et mm

banedciany . whre Pronider e
e 1o Al & Clam o ETICS N The paymert of A Pl balancn or s sericos. inihe sverd Thet & cum
15 ks o8 pubive Daeih i has nel oo pakd willins 50 days of bing iry Provader, Provider may st a

i putty e pevied o e Qenerel pubshe.

® oume ol el v Meckcel Care. Proveer airees Sl B bealh o oo & prkies ey chate
prwcentovs, Cukmiree verwicas, A, oGS, S MAICharsn SabanLal S (RO (7Y TS

et (e,
kg shpkyent, o for ConEons wheh My Seveiop ks some sericant handoan o daabilty. Priader lather

cuamees
i of Pagaatcra, Proshaes i, ot G0 o baniaeary Wit nofss of Sdara, Bl e Gormetciary o6 & priveke poy
pasent

' e 10 foadmss o e e 5 Agruermand bacirnen siecies sl 16 Musdan I aod mecing
T e o et s o e it ¢ omer o) o o et 23, Payment From Med Ca Program Sl Constyie s Paymee, Provie sgrs £t st e e o3
- g iy bealps e WA W3-l 4o B APl oVt Vet i AR, SALETE A It A i) & AR roAe 1

Frovicer a8 & provider 0 e Med-Cal prgram pursaant 1 Welfare and inatiusons. Cooe, Secton 14043 6. @ 'S of sty MedS-Cal paymonits recenved for servicon, goode. suppies, of marchardise, may rocover o of Providers fees
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H§ DHCS 5300 Page 15 (cont)

legality, and enforceability of the remaining provisions shall not in any way be affected or impaired. Either party having
knowledge of such a provision shall promptly inform the other of the presumed non-applicability of such provision. Should
the non-applicable provision go to the heart of this Ag , the Agi it shall be i in a manner
commensurate with the interests of both parties.

. Assignability. Provider agrees that it has no property right in or to its status as a Provider in the Medi-Cal program of in or
to Ihe provider number(s) assigned fo it, and that Provider may not assign its provider number for use as a Medl-CaI
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